It may be that in the future increased knowledge of the functions and inter-relations of the ductless glands may be productive of some medicinal form of treatment capable of arresting the growth of the commonest variety of pituitary enlargement, the adenomatous hyperplastic tumour. In this direction glandular medication has hitherto given no very striking results, though the prospects are not devoid of encouraging signs. It is therefore to surgical treatment that we have to look, at the present time, for the relief of symptoms due to tumour of or in the neighbourhood of the pituitary gland. I would urge that if surgical treatment is to be given a fair field it should be applied at an' early stage, and not merely as a last resort in cases rapidly advancing towards a fatal termination. The existence of a high degree of intracranial pressure due to the invasion of the cranial cavity undoubtedly increases the risks of a surgical attack upon the pituitary tumour, just as it does in all other cases of cerebral tumour. I look forward to the time when headache, vomiting and papilloedema will no longer be regarded as the symptoms of cerebral tumour, to be expected and awaited before operation is proposed, but as signs of impending disaster in neglected cases. The work of the neurologist and physiologist has in the past few years enabled many cerebral tumours to be localized accurately at an early stage and dealt with before serious symptoms of intracranial pressure have appeared. There is no reason why pituitary lesions should not be diagnosed at an even earlier stage, for with them we have so many sources of information in radiography, examination of the visual fields and optic disks, and all the symptoms which may be due to abnormalities of glandular function. I believe that, whatever advance in pituitary surgery may take place in the future, it is to be looked for in three main directions. first, earlier and more accurate diagnosis; secondly, a better understanding of the objective to be aimed at in every individual case, so that the most suitable surgical procedure may be selected; and thirdly, improvement in the technique of the intracranial operation.
Dr. TOOTH, C.B., C.M.G.
The remarks which I have to make on this subject are somewhat belated. I have had, since the war, only one, perhaps two, cases of pituitary gland disease which may be said to have come within the range of surgery, and, of course, there has been a long hiatus in my work owing to war activities. Therefore my remarks are based on what is already ancient history in a way, namely, the group of cases of pituitary tumour included in a report on all cases of cerebral tumour which came to operation during ten years, 1902-11, communicated to the International Congress.' This group numbered fourteen only. And, considering that the symptomatology of pituitary lesions is so distinctive, this seems a small number to have occurred in ten years among a gross total of 500 cases of intracranial tumour, and we may assume that this form of growth is not very common. Of these, four were brought to operation under Sir Victor Horsley, who was, at that period, at his greatest activity. Mr. Sargent has referred to them. I would like, as a physician, to draw attention to the other side of the picture. We have heard the surgical side, and even Mr. Sargent cannot say very much for it in the present state of our knowledge. If left alone, what is the expectation of life of a patient with pituitary tumour ? There were ten cases over and above the four I mentioned as having come to operation. Seven of these I was able to trace; they were alive at the time of the inquiry, which was in 1912. Two I was unable to trace, and one, I found, died two years after leaving the hospital. Therefore I will now only concern myself with the seven cases I could trace, and I propose to give you a very few words about each of them. Two were women, five men. I received answers about all of them. The replies were received in April, 1912.
(1) A man, aged 52, wrote that he was able to work as a light porter. He was almost blind in the right eye. From his first symptom up to the date of my receiving the reply was sixteen years.
(2) A man, aged 25, replied that he was totally blind, and that he suffered from recurring headaches. In his case the 'survival was three years after the first symptom. I may say that in practically all the cases the first symptom was something connected with the eyes, e.g., hemianopsia or amblyopia.
(3) A woman, aged 31, wrote that she-was blind in the right eye, and had very defective vision in the outer field of the left eye. She cannot walk straight, and tends to fall to the left. Duration to the date of inquiry four and a half years.
(4) Girl, aged 13, wrote that she was blind in the left eye, and that the right eye remained in the condition it was in when she left the hospital, namely, with 6 vision. She was quite helpless, but mentally bright. This was four and a half years after the first symptom. (5) Man, aged 35, wrote that he was blind but could get about. He was mentally sound. All that he suffered from, besides his blindness, was occasional slight headache. It was six years after the first symptom.
(6) A man, aged 29. The reply came from the Principal of the Royal School for the Blind, Leatherhead. He wrote that this man was able to work and was making articles for sale, and was doing very well at it, and able to get about. He had no headaches, and was in good health. Survival from first symptom eleven and a half years.
(7) A man, aged 42, wrote that he was able to work as a clerk, and was able to walk about a great deal and enjoyed it, so that he had nothing in the way of paralysis. His left eye was nearly blind. He suffered from headaches occasionally, but only after worry. The period from the first symptom to date was six and a half years.
The longest period was sixteen years, the shortest three years, Averaging them out, we get 7T5 years of life to the time of the inquiry from the first symptom. In the four operation cases referred to by Mr. Sargent, the average duration of life was 5'3 years. Of those four cases, one lived eight years after the operation, but so few cases do not lend themselves to statistical consideration; indeed the seven I have quoted barely do so. Still, it seems that if the patient with this condition is left alone, it takes a long time for him to die; whereas, apparently, if treated by surgery, life may be shortened. And these people all write, as blind people always do, in a cheerful vein.
How we are to get nearer to cure without these severe operations and their high mortality I do not know. Cerebral surgery is still going through the stage that abdominal surgery did, and we have yet to learn our limitations; the road to that knowledge is beset with difficulties and disappointments. But if these pituitary cases are left severely alone, they do not seem to do so very badly, and if I were one of them I think I would prefer to accept blindness and enjoy what life was left to me.
But there is one symptom in these cases which does call for treatment. Mr. Sargent hinted that when a patient has got optic atrophy and the eye symptoms are well established, there is not much that operation can do for him in that way, and with that I agree. But a symptom which calls for surgical treatment is the headache, which is severe and frequently recurring. I recently had, in St. Bartholomew's Hospital, a young man with very terrible headaches; they would come on at any time, and last an hour or more. There was no vomiting, nor anything suggestive of it being due to cerebral trouble.
He also had marked polyuria. There was no alteration in his sugar tolerance. The sella turcica vas somewhat enlarged. My surgical colleague, Mr. Rawling, was not inclined to do anything in the way of extirpation, but suggested decompression in order to relieve the headache. He did a bitemporal decompression, and the headaches have now ceased. I have lost sight of the patient now, but he was certainly very much happier for that operation.
Mr. V. Z. COPE. I do not think I can add anything of interest to what I said four years ago, because I have during that time been abroad, and have had no opportunity of following the subject up. But since my return I have had a case which pointed out one of the mistakes in diagnosis which can be made. This case was handed over to me with the diagnosis that it was probably a pituitary tumour. Erosion of the sella turcica was clear from the radiogram, and the symptoms were very suggestive of pituitary derangement. It was such a large erosion that I did not feel justified in approaching it by the' frontal routewhich I usually advocate-and therefore I did a temporal decompression. There was, however, -a lethal result. There was found to be a large inoperable tumour growing down from the lateral ventricle and pressing on the pituitary gland. If I had known during life what was the actual condition found I doubt if I would have operated: but the suggestion was that a temporal decompression would relieve the headache and the pressure symptoms.
My experience is too limited to enable me to give a generalization, but I would say the surgical outlook in these cases is not so hopeless as Dr. Tooth's remarks indicate, because much can be done by operation even to relieve the blindness. In one case I recorded the lad was practically blind: he could not see the clock on the wall. But after the decompression and the opening of the cyst in the sella turcica, he saw the time well. He was a dancer, and after the operation he was able to return to his occupation. In selected cases of this condition I think there is a hopeful opportunity for surgery if the technique, which has now been carefully laid down, is followed. For the general surgeon, the frontal route is my preference.
